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This paper presents the case of a postmenopausal woman with a rare ﬂorid cystic endosalpingiosis
presenting as an ovarian cyst, together with cystic lesions in the pelvis. She had chronic pelvic pain and
ultrasound-diagnosed cystic lesions in the pelvis. Surgical laparoscopic management was planned and
executed successfully with the condition being diagnosed at the time of surgery and conﬁrmed by
histologic analysis. We herein describe the surgical technique used to excise these lesions and present a
discussion about the possible implications endosalpingiosis has regarding high-grade serous neoplasms
and the tubal origin of these malignancies.
Copyright © 2015, The Asia-Paciﬁc Association for Gynecologic Endoscopy and Minimally Invasive
Therapy. Published by Elsevier Taiwan LLC. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
With the surge of interest on whether the fallopian tube is the
primary site of most pelvic high-grade serous carcinomas,1 lesions
with ectopic tubal epithelium like that of endosalpingiosis when
subjected to chronic inﬂammation and papillary hyperplasia could
share a common ground for the development of atypical endo-
salpingiosis and high-grade serous lesions. Only a few reports in the
literature have described the presentation of ﬂorid cystic endo-
salpingiosis as ovarian or pelvic mass. This report describes a case
of extensive endosalpingiosis localized in the pelvis. Its preopera-
tive diagnosis, laparoscopic appearance, and management are
discussed.Case Report
A 55-year-old woman presented with lower abdominal pain for
13 months. She had a laparoscopic removal of a right ovarian der-
moid cyst 11 years ago. Physical examination showed no abdominals of interest relevant to this
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nc-nd/4.0/).tenderness, distension, or pelvic mass. However, pelvic ultrasound
examination revealed a right-sided simple ovarian cyst measuring
5 cm  4 cm, together with an elongated structure composed of
multiple cystic swellings suggestive of a probable left hydrosalpinx.
There were also small cystic lesions present over the back of the
uterus. Her serum cancer antigen-125 (CA125) level was normal at
11 U/mL.
In view of her symptoms and ultrasound ﬁndings, she was
admitted to the hospital for a laparoscopic removal of these
abnormal masses. At the time of laparoscopy, multiple cystic le-
sions were found localized over the left adnexal area around the
ovary and the fallopian tube, as well as over the posterior wall of
the uterus (Figure 1A). The largest cyst noted measured
5 cm  4 cm (Figure 1B). The right ovary and tube were surgically
absent. There were no cystic lesions noted over the pelvic perito-
neum, bladder peritoneum, and the Pouch of Douglas. The omen-
tum, bowel surface, and the upper abdominal cavity were not
involved. There was also no evidence of pelvic endometriosis or
presence of adhesions.
We performed laparoscopic left salpingectomy together with
excision and fulguration of all cystic lesions. All larger cysts larger
than 1 cm were excised by applying bipolar diathermy to the
pedicle, detached without rupture, and collected into a specimen
bag prior to their extraction from the pelvic cavity (Figure 1C). Care
was taken not to rupture any cyst during surgery. Smaller cysts
were desiccated by bipolar diathermy until they turned white duely InvasiveTherapy. PublishedbyElsevier TaiwanLLC. This is anopenaccessarticleunder theCC
Figure 1. (A) Multiple cystic lesions over the surfaces of the left ovary, fallopian tube, and uterus. (B) A large 4e5-cm cyst with its pedicle from the posterior wall of the uterus,
mimicking a right ovarian cyst. (C) Excision of cystic lesions by bipolar diathermy over their pedicles and collection into a specimen bag. (D) Left salpingectomy and complete
removal of all cystic lesions from the uterine surface.
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excised or destroyed, the uterine surface and pelvic cavity were
washed clean with sterile water and pelvic lavage was performed.
The patient recovered well and was discharged home. She is
followed up with ultrasound and magnetic resonance imaging
(MRI), and the condition has not recurred for 6 months.
Discussion
Sampson,2 in 1930, ﬁrst introduced the term “endosalpingiosis”
for some proliferative and invasive tubal epithelium present in the
pelvic peritoneum after salpingectomy. Endosalpingiosis is
commonly associated with endometriosis, endocervicosis, and
thus, is often known as one of a triad of non-neoplastic disorders of
the Müllerian system.
Florid cystic endosalpingiosis can be easily detected by trans-
abdominal and transvaginal ultrasound. Partyka et al3 found mul-
tiple cystic lesions in the pelvis of their patient with
endosalpingiosis, and the computed tomography scan performed
also revealedmultiple cystic lesions along the surface of the uterine
body, fundus, and the right adnexa. With ﬁndings similar to our
case, they suspected a recurrent cystic ovarian neoplasm. However,
there is no clinical suspicion of malignancy in our case because of
the benign features on ultrasound scanning and the normal CA125
level. In their case, MRI was performed, which clearly demon-
strated the presence of multiple T2 hyperintense cystic lesions with
sizes ranging from <1 cm to 5.5 cm along the uterine surface. As a
result, a correct diagnosis of benign endosalpingiosis was made.
Whenever there is a high index of suspicion of this condition,
investigation using MRI would be appropriate. However, MRIappearance might sometimes be misread as tumor-like lesions
inﬁltrating the uterine wall mimicking neoplasia if this condition
was not suspected.4
Although endosalpingiosis is considered a benign condition,
atypical epithelial changes have been reported as “atypical endo-
salpingiosis.”5 There are diagnostic difﬁculties in distinguishing
“atypical endosalpingiosis” from serious borderline tumor or
borderline implants6; diagnosis is further complicated when peri-
toneal washings are used in the evaluation of gynecological cancer.7
The possibility of malignant transformation of endosalpingiosis
should be considered, similar to those arising in endometriosis. In
their immunohistochemical study of tubal, ovarian, and serous
neoplastic tissues, Esselen et al8 conﬁrmed that endosalpingiosis is
more immunohistologically similar to the normal fallopian tube
epithelium than to the ovarian surface epithelium, and its bio-
markers (Phospho-Smad2, BCL2, and FOXJ1) expression closely
resembled those of serous neoplasms, thus suggesting that all
Müllerian serous carcinomas could have arisen from tubal-like
epithelium. In addition, a recent large retrospective analysis of 110
patients with endosalpingiosis showed that premenopausal women
with endosalpingiosis were more than 10 times more likely to have
a gynecologic malignancy than women without endosalpingiosis.9
Although the signiﬁcance of endosalpingiosis as reported in the
aforementioned two studies is still not conﬁrmed, we advocate that
all endosalpingiosis found at the time of surgery should be
removed, destroyed, and subjected to histological evaluation.
Routine salpingectomies are now increasingly being performed
to reduce the incidence of ovarian or peritoneal cancer in breast
cancer antigen-positive patients, however, the incidence of endo-
salpingiosis or other ectopic tubal epithelium in these patients
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further questions about how effective our currently promoted
practice would be when these tubal-like epithelia are biologically
similar to the fallopian tube epithelium, which is believed to be the
primary site of most pelvic high-grade serous carcinoma. By
contrast, it remains unknown whether patients with endo-
salpingiosis are more likely to have gynecologic malignancy. Larger
studies must be undertaken to evaluate the association between
endosalpingiosis and gynecologic malignancies.
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